Duodenal diverticula seldom cause symptoms. We report a case that challenged our diagnostic capacities and endangered the patient's life.
CASE HISTORY
A woman aged 63 had a subtotal colectomy with ileosigmoid anastomosis for splenic-flexure carcinoma. At operation, multiple jejuno-ileal diverticula were seen. Early recovery was uneventful and she was discharged on day 6.
(a) day 20 a further radiographic study showed very slow passage of the contrast through the third part of the duodenum. In all the radiographic studies the presence of duodenal and jejunal diverticula was reported, but the presumptive diagnosis was mesenteric artery compression of the duodenum. Endoscopy did not show intraluminal duodenal obstruction.
Postural drainage of the upper gastrointestinal tract was tried but proved only partly successful. Therefore jejunal tube feeding was begun on day 27. During image-assisted placement of the tube, a giant diverticulum of the second part of the duodenum, compressing the third part, was demonstrated ( Figure 1 ). With enteral feeding, the patient's general condition improved and after 11 days of postural drainage and bed rest the nasogastric output decreased. On day 39 oral feeding was started and was well tolerated. The patient was discharged on day 41. COMMENT Primary duodenal diverticula, which are of the pulsion type, are usually solitary and located in the second portion of the duodenum near the papillary region. About 10% occur in (b) Figure 1 Fluid level in the giant duodenal diverticulum. The liquid contents of the diverticulum compress the third part of the duodenum 4 days later she returned with copious bile-stained vomiting and abdominal pains, without signs of peritonitis, and was readmitted. Nasogastric suction, fluid and electrolyte replacement and parenteral nutrition were started. The abdomen was soft and non-tender; bowel sounds were decreased.
Because of a continuing high output from nasogastric suction, a small-bowel study with water-soluble contrast was performed on day 14. Rapid transit to the rectum was demonstrated; nevertheless, the symptoms persisted. On the third or fourth duodenal portions. In 1% of patients they are multiple'. Secondary diverticula are much less common; they are usually related to duodenal ulcer and do not in themselves cause symptoms. 90% of primary duodenal diverticula are discovered incidentally at endoscopy or during radiological investigations. When symptoms arise they are often attributed initially to gallstones or gastritis. The complications can be inflammatory, obstructive or haemorrhagic. Juxtapapillary diverticula are most likely to cause obstruction, especially of the bile duct and pancreatic duct. Duodenal obstruction is the rarest complication of all. An J R Soc Med 1999; 92:363-364 Acute salmonella osteomyelitis is well known to occur in neonates or adults who have sickle cell disease, who are immunocompromised, or who are chronic salmonella carriersl. It is rare in the healthy adult.
A man aged 28 reported a constant, dull pain in the right shoulder for the past week. There had been no trauma and there was no history of recent foreign travel or preceding diarrhoeal illness. He described some mild 'flu-like symptoms a fortnight previously, but otherwise had been well.
His temperature was 38°C and his shoulder was mildly tender and swollen, with reduced range of active movement. He had a mild leucocytosis, with raised erythrocyte sedimentation rate (36mm/h) and C-reactive protein (126 mg/L). Plain radiographs showed a cystic lesion in the greater tuberosity (Figure 1) . Aspiration of the shoulder joint yielded thick yellow fluid which showed no organisms on microscopy of a Gram stained specimen. Provisional diagnosis was acute osteomyelitis and secondary septic After three days' culture the aspirate from the shoulder grew Salmonella enteritidis (sensitive to amoxycillin, cefuroxime and ciprofloxacin). The shoulder was surgically explored. At operation the cystic area surrounded by softened cancellous bone was curetted and lavaged, and the shoulder joint was also irrigated. No free pus was found in either the lesion or the joint. Ciprofloxacin 500mg twice daily was started postoperatively. Cultures of swabs and scrapings from the cyst and the shoulder joint did not grow S. enteritidis. 
